Introduction
US national surveillance reports indicate that young Americans aged 13-24 years are most likely to be affected by HIV. 1 The Centers for Disease Control and Prevention (CDC) noted that young people aged 13-24 years were the second-largest population diagnosed with HIV, and accounted for 21% of all HIV infections in 2013. 1 Although people aged 24-34 years seem to be at the highest risk of contracting HIV, people aged 18-24 years had the highest rate of undiagnosed HIV. In 2012, about 44% of 18-to 24-year-old Americans were living with HIV but not aware of it. 1, 2 The HIV epidemic Among the most vulnerable population of youths, African Americans (AAs) were the most disproportionately affected by HIV when compared to other races/ethnicities. Despite the fact that young AAs represented only 14% of the young US population in 2013, 1 they accounted for 67% and 57% of new HIV infections among the 13-to 19-year-old and 20-to 24-year-old population, respectively. 1 Additionally, 76% of young people aged 13-19 years and 65% of young people aged 20-24 years were diagnosed with stage 3 HIV, also known as AIDS, in the same year. 1 The high rate of new AIDS diagnoses among AA youths implied that a great proportion of young AAs were not aware of their HIVinfection status. 1, 3 Predicting sexually transmitted disease (STD)/HIV-infection risk is complex, because of the various factors that may be implicated with general apathy and lack of willingness to test for HIV. Studies 1, [4] [5] [6] [7] have found that the association between homophobia and discrimination increases the risk of STD/ HIV contraction for those in the sexual minority. Others [8] [9] [10] [11] have indicated that the perceived low risk of contraction decreases youths' likelihood of condom use and HIV testing, effectively contributing to an increase in risk for contracting HIV. For example, the CDC established the Division of Adolescent and School Health 2 to provide educational programs at schools, including behavioral intervention programs, such as the Becoming a Responsible Teen program. This program attempts to modify youths' sexual behaviors under the premise that their risk perception could be modified with improvements in disease-associated knowledge, skills, and self-confidence in condom use. However, after a 6-month trial period in young AAs, no differences in sexual health risk behaviors were noted between the intervention and control groups. 13 This finding suggests that knowledge alone is not enough to promote risk perception and protective sexual behaviors in young people. [14] [15] [16] Furthermore, low self-perceived risk or "optimistic bias" about HIV infection has been noticed more in adolescents than adults. [17] [18] [19] [20] It is thus essential to examine the impact of social environments on the development of risk perception.
Ecodevelopmental theory is considered the best approach to studying youth-behavior development, because it includes social context and can examine influences of social determinants in one big picture. 21, 22 This study explored associations between social determinants and behavioral and self-perceived STD/HIV-infection risks. The aim of the study was to examine the level of agreement between young AAs' actual and self-perceived risk of contracting STDs/HIV within their social contexts utilizing an ecodevelopmental framework. 23 Hypotheses tested were that young AAs have an unrealistic optimism of not contracting STDs/HIV, and that social factors associated with parenting functions play essential roles in modifying youths' epidemiological risk, but not their selfperceived risk.
Ecodevelopmental theory: a contextual framework for examining HIV-risk behavior
Ecodevelopmental theory was first proposed by Szapocznik and Coatsworth in 1999, 21, 22 extending the social ecological model with a focus on the structure and organization of youths' social context and incorporating potential interactions and time factors. 23, 24 The theory has four systems: microsystem, mesosystem, exosystem, and macrosystem. Unlike the social ecological model, however, ecodevelopmental theory posits that parents and family function are the most essential elements to a youth's behavioral development, while social contexts in different systems can interact with one another to impact a youth's behavior directly and indirectly. In general, ecodevelopmental theory focuses on interactions within and between social systems that impact a young person's behavioral development.
The microsystem represents the contexts in which young people interact most directly, including peer groups, school, religion, and neighborhood. [25] [26] [27] [28] These social contexts have the most powerful social influence on the adolescent. However, family function and the connection between parents and their children are the most fundamental elements for a youth's behavioral development. [29] [30] [31] [32] The mesosystem is composed of all relationships developed from the microsystem and the impact of a sequence of events on youth. For example, the practice of parents' involvement in a youth's social environment could prevent the acquisition of risky sexual behaviors from peers. [33] [34] [35] [36] Similarly, parental support can reduce the likelihood of depression and delinquency in youth. 37 The exosystem includes external factors that impact the microsystem but not the youth directly, eg, a coparent in a single-mother household can undermine the youth's mental health through conflicts with the mother. 38 Conversely, the macrosystem embraces a broader social environment, such as policy and culture. The macrosystem is considered acculturation that tends to weaken family function and increases youths' likelihood of contracting HIV. 
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development of behavior-intervention programs to prevent youths from contracting HIV, and may be useful for discovering processes influencing youths' self-perception. [40] [41] [42] [43] The first health-intervention program to apply ecodevelopmental theory was "Familias Unidas". 40 This program aimed at strengthening parenting skills and building a strong parentsupport network for first-generation immigrant Hispanic parents, and resulted in the prevention of young Hispanic Americans adopting risky behaviors. Specifically, Prado et al 22 found that the acculturation gap between first-and second-generation Hispanic immigrants was indirectly associated with early sex debut and youths' substance use resulting from weakened family functioning. While it is known that adolescents tend to develop their autonomy by replacing parental ties with strong peer connections, [41] [42] [43] it is still unknown what role parenting styles, family structure, and other social factors play in modifying the internalization of a child's beliefs and appraisal of risk. The ecodevelopmental framework can thus be a powerful instrument to examine risk and protective processes in a youth's behavioral development under the influence of culture, and explore the relationships between a youth's risk perception, parenting styles, family structure, and other social contexts.
Methods
Study design and participants
This was a retrospective cross-sectional study to compare young AAs' self-perceived risk of contracting STDs/HIV vs their actual risk from an epidemiological standpoint and to examine the associations between social determinants related to STD/HIV-infection risk. The National Longitudinal Study of Adolescent Health database (Add Health database) 44, 45 was designed to sample nationally representative adolescents in grades 7-12 from 1994 to 1995, and comprised a variety of the young people's social, economic, psychological, and physical well-being domains, including family, peers, romantic relationships, and household arrangement. The first wave (wave I) of Add Health data was used for the current study, and included 1,619 AA youths aged 14-18 years. The choice of wave I was predicated on the fact that it focused on the forces that influence adolescents' health and risk behaviors, including personal traits, families, friendships, romantic relationships, peer groups, schools, neighborhoods, and communities, and thus offered a contextual framework for the application of ecodevelopmental theory. Consequently, the current research lays a strong foundation for follow-up studies to explore the impact of adolescents' experiences and changes in behavior during transition to adulthood using waves II-IV.
Measures and operationalization
The primary goal of this study was to gain understanding about young AAs' perceived risk of contracting STDs/HIV. We modeled an "epidemiological index" of STD/HIV risk after those developed by Mgbere et al 46 to serve as the actual risk and a "gold standard" for comparing the youths' selfperceived risk status. The following assumptions were made: 1) that self-perception of risk among AA youths serve as an indicator for understanding their susceptibility to contracting STD/HIV infections and a precursor to behavioral change, which could determine future decision-making regarding risk-taking; 2) that AA youths who have practiced high-risk behaviors in the past would perceive themselves as having moderate/high risk of contracting STDs/HIV; 3) that AA youths who had not practiced high-risk behaviors in the past would perceive themselves as having no/low risk of contracting STDs/HIV; and 4) that self-perceived risk among AA youths is a direct reflection of their epidemiological risk (actual risk) of contracting STDs/HIV.
The epidemiological index in the current study was a composite score of eight health-related variables identified based on a literature review. These variables were age at first sexual debut (score 1-4), HIV infection (yes/no, score 1/0), having tested for HIV (yes/no, score 1/0), number of STD infections (score 1-4), birth-control methods at first sex (score 1-4), birth-control methods at recent sex (score 1-4), frequency of condom use (score 1-5), and giving sex in exchange for drugs/money (yes/no, score 1/0). A composite score that summarized each participant's responses for the eight variables was computed (n=1,619, mean 16.31±0.15; range 5-24) and represented AA youths' epidemiological risk index. The average score obtained was used to categorize the study participants' epidemiological risk into two risk groups: no/low risk (mean score and above) and moderate/high risk (below mean score). Epidemiological risk was used as proxy for actual risk status based on the cross-sectional study design, and thus served as the gold standard for comparing respondents' self-perceived risk. Highest and lowest scores represented the lowest and highest epidemiological risk, respectively, of contracting STDs/HIV.
The self-perceived risk index was developed using two questions: What do you think the chances are that you will get HIV? (almost certain, 1; a good chance, 2; a 50-50 chance, 3; some chance/but probably not, 4; almost no chance, 5); What 
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Li et al do you think the chances are that you will get AIDS? (very high, 1; high, 2; low, 3; very low, 4; and none, 5). A composite score of each participant's responses to the two questions was computed (n=1,611, mean 8.60±0.05, range 2-10), and represented AA youths' self-perceived risk index. The average score obtained was set as the threshold for determining participants' self-perceived risk levels, with mean scores and above representing no/low risk and below mean scores representing moderate/high risk. As such, highest and lowest scores represented the lowest and highest self-perceived risk, respectively, of contracting STDs/HIV.
The congruence of epidemiological and self-perceived risks was defined as a measure of accuracy. This implied that the youth's self-perception was the same as the epidemiological risk of contracting STDs/HIV. Both the accuracy and level of agreement of the two independent measures were examined, and represented the congruence of the selfperceived and epidemiological risk indices after controlling for random agreement. Independent factors in this study were selected using the ecodevelopmental framework to match the various systems (microsystem, mesosystem, exosystem, and macrosystem). 47 Since the theoretical framework emphasizes parenting style/family functions as the prime factors influencing youth's behavioral development, the following variables were included: parents' love, parents' involvement, parents' socioeconomic status, parents' attitude toward youth's use of birth control, and household arrangement. To represent other social context domains that could have a high influence on the individual's sexual behavioral development and awareness about the risk of HIV infection, peers, school, neighborhood, and religion were also considered.
Ecodevelopmental systems
Although ecodevelopmental theory is an inclusively theoretical framework, there is no precise definition for each system of the model. This study selected the issues, risk, and protective processes that were found to be associated with AA youths and STD/HIV infection from the literature review. A summary of the various systems and the associated variables in the current study is given in the following sections. For a more detailed explanation of the ecodevelopmental theoretical framework related to this study, please refer to Li et al. 47 
Microsystem
Domains of the microsystem (parents, peers, school, living environment [neighborhood], and religion) are considered the most direct social context contacts for young AAs. 48, 49 Due to the high prevalence of single-mother households in AA families, 50 ,51 the functions of the father and the mother were assessed independently to determine influences from each on the youth's STD/HIV-related behavior.
Mesosystem
We believed that the physical involvement of the parents is a major process in the mesosystem. Such activities as having good communication with parents, participating in religious activities with parents, talking about what they are doing in school and their grades with parents, and parents' expectations of level of education of the youth were the processes considered in association with the mesosystem. 31, 35, 36, 48 Exosystem Parents' attitudes or values can have an indirect impact on adolescents' beliefs and behavioral development. 32, 52 Subcultures of AA population or experience of the parents have significant influences on the exosystem. For example, a youth's use of the birth-control method used by his or her parents is considered part of the culture of AA communities. This factor may modify the parents' function, but does not directly influence the young individual. 52 
Macrosystem
Policy impact (public assistance) and socioeconomic status have been reported to be intertwined and to modify family function profoundly. 53, 54 In the current study, the processes considered under the macrosystem were types of parents, weekly working hours, whether working outside the home, and receipt of public assistance.
Statistical analyses
We conducted Rao-Scott c 2 analyses using SAS Proc SurveyFreq with weighted Add Health data. This allowed for design-adjusted estimates to compare levels of associations within independent variables, and across outcome variables (self-perceived and epidemiological risks) with independent variables. Cohen's k-statistic was used to examine the concordance of the individual's risk status between epidemiological and self-perceived risks. Cohen's k-coefficient estimated the level of agreement and range from 0 to 1, representing no agreement to perfect agreement. Cohen's k-coefficient was calculated based on the equation k = (A obs -A ch )/(N -A ch ), where A obs is observed agreement between self-perceived and epidemiological risk levels, A ch total agreement expected by chance, and n total sample size.
We conducted series of multivariable regression analyses applying the stepwise technique with a forward-selection submit your manuscript | www.dovepress.com
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Li et al option to select independent variables to enter the models, because we were interested in the most parsimonious models with the minimum number of independent variables that would predict outcome variables. This approach allowed for simultaneous adjustment of associated covariates and potential confounders in the models. The five multivariable models evaluated were: model 1, epidemiological risk of contracting STD/HIV; model 2, self-perceived risk of contracting STD/ HIV; model 3, accuracy of risk assessment (match between self-perceived risk and epidemiological risk assessments) -unadjusted for self-perceived risk; model 4, epidemiological risk of contracting STD/HIV after adjustment for self-perceived risk; and model 5, accuracy of epidemiological risk of contracting STD/HIV after adjusting for self-perceived risk.
Adjusted ORs (aORs) with 95% CIs were computed for applicable outcomes and associated independent variables. Regression diagnostics yielded no evidence of multicollinearity or overly influential outliers in any of the five models. Finally, we conducted a series of model goodness-of-fit tests comprising the Akaike information criterion, Schwarz criterion, likelihood ratio, Wald test, and concordance statistic (C-index) tests. All statistical tests performed were two-tailed, with P=0.05 used as the significance threshold. All analytical computations and estimates were carried out using design-adjusted base weights to compensate for unequal probabilities of selection and nonresponse. All data management and statistical analyses were carried out using SAS 9.4 (SAS Institute Inc., Cary, NC, USA).
Ethics statement
This study received approval from the University of Houston Committee for the Protection of Human Subjects. We used an existing secondary data set with no identifiers linking individuals' information to the data and thus received an exempt status approval from the committee.
Results
Characteristics of study population
Characteristics of AA youths in our study population are presented in Table 1 . A total of 61.8% of AA youth respondents in the Add Health database were 14-17 years old and 34.9% 18 years old and above. Among the target population, 50% were females and 2.5% a sexual minority. In terms of family structure, eight in ten youths were living with their biological mothers, while three in ten lived with their biological father. About half the young AAs surveyed knew their biological fathers, but did not live with them.
Among the young AAs, 44% had no sexual experience, 10% had their first sex before 10 years of age, 35% had their first sex during ages 10-16 years, and 11% had their first sexual experience during ages 16-20 years. As of the survey period, two of the AA youths were already HIV-infected, and 90% of those surveyed had never been tested for HIV. About 2% of the youths were having sex in exchange for drugs or money, while 10% had at least one STD. Approximately 40% stated that they used other types of birth control or did not use any forms of birth control during their first or most recent sexual intercourse. About 95% of those who had any form of birth control used a condom at either their first or most recent sexual intercourse.
In terms of the accuracy of self-perceived risk, 55.72%±1.67% of the young AAs accurately estimated their risk of contracting STDs/HIV. After taking the random agreement into consideration, however, Cohen's k-test indicated that the young AAs in fact had low congruence between their self-perception and actual risk level (epidemiological risk), with an overall k-coefficient of 0.1443 (95% CI 0.1037-0.1928). Table 2 presents associations between factors identified using ecodevelopmental theory and both self-perceived and epidemiological risk indices. It was observed that in general, the majority of AA youths perceived themselves to be at relatively no/low risk of contracting STDs/HIV, with figures ranging from 50.2% for those who had been tested for HIV in the past to 90.1% for those who used condoms during their sexual debut. In contrast, the epidemiological risk assessment indicated that based on their sexual behaviors and activities, they were mostly (100%) at moderate/high risk of contracting STDs/HIV (Table 3) . For instance, youths who had been tested for HIV in the past were about 50% split (no/low risk vs moderate/high risk; c 2 =25.36; P<0.0001) in their self-assessment of risk compared to the epidemiological risk assessment, whereas as much as 87.4% were reported to be at moderate/high risk compared to only12.6% at no/ low epidemiological risk (c 2 =53.01, P<0.0001). For those who had never been tested for STDs/HIV, their risk level for contracting STDs/HIV increased significantly by 20% when the epidemiological assessment was conducted. Although the epidemiological risk assessment indicated that 100% of AA youths who had had their sexual debut were at moderate/high risk of contracting STDs/HIV, their self-assessment indicated that only 39.2%, 43.6%, and 33. than half of those who had contracted STDs perceived themselves to be at no/low risk, while in contrast they were 100% at moderate/high risk of contracting STDs/HIV, given the epidemiological assessment. Table 3 shows levels of agreement between self-perceived risk and epidemiological risk by each identified ecodevelopmental variable based on Cohen's k-statistic. In general, levels of agreement between both risk measures across most of the independent variables was not significant (P>0.05). Low levels of agreement were noted only between self-perceived and epidemiological risk measures for the independent variables "feel love of mother" (k=0.143, 95% CI 0.098-0.188; P=0.052), "feel like talking to mother" (k=0.138, 95% CI 0.093-0.182; P=0.053), and "closest friends know the rhythm method of birth control" (k=0.148, 95% CI 0.104-0.191; P=0.054). These figures generally denoted very low agreement between the assessment methods, and confirmed that the majority of AA youths tended to underrate their STD/ HIV risk levels through self-perception compared to the epidemiologically assessed risk levels.
Multivariate regression model
The multivariate regression models of epidemiological risk index, self-perceived risk index, and accuracy of assessments are shown in Table 4 . Based on ecodevelopmental theory, eight independent variables (feeling like talking to the mother, no trouble getting along with teachers, teachers treat students fairly, close friends know how to use condom correctly, age-group, sex, mother's attitude toward respondent's use of birth control, and mother's disapproval of having sex at this time of life) were significantly (P≤0.01) associated with epidemiological risk and resulted in good model fit (model 1). On the other hand, some of the factors identified using the ecodevelopmental framework were neither good predictors of individuals' self-perceived risk nor accuracy of individuals' risk assessments (models 2, 3, and 5). Model 3 indicated that feeling like talking to the mother (aOR 1.23, P=0.020) was associated with better accuracy of risk assessment and that getting older (aOR 0.74, P=0.002) was related to lower accuracy of risk assessment. After controlling for self-perceived risk, however, the impact of the mother in the microsystem (feel like talking to mother, aOR, 1.28; P=0.005) and exosystem (mother's negative attitude toward youth's condom use, aOR 0.83; P=0.037) became more significantly related to better accuracy of risk assessment (model 5). However, the mother's negative attitude toward the respondent's use of birth control and growing older (10 years and above) were related to accurate risk assessment.
Finally, model 4 was considered the best model, based on goodness-of-fit indices (C=0.785). Model 4 specified essential relationships between independent variables from the different ecodevelopmental systems and AA youths' epidemiological risk after taking individual self-perceived risk into consideration. 
38
Li et al Table 2 Comparison between self-perceived and epidemiological risks across health-related characteristics Table 4 Multivariate regression models of epidemiological risk index, self-perceived risk index, and accuracy of assessment (8) 100.528 (8) 17.032 (5) 208.740 (9) 32.438 (6) 
Discussion
Perception of STD/HIV risk is the main driving force for HIV testing. Inaccurate self-perception or objective perception of risk can impede HIV diagnosis and treatment. Our study aimed to uncover relationships between self-perceived risk and actual (epidemiological) risk of STDs/HIV in AA youth and the influence of ecodevelopmental system measures, such as parenting styles, family structure, and other social factors on the accuracy of risk assessments. Findings from our study indicate that significant discordance exists between self-perceived and epidemiological risk assessment among young AA adolescents. Although the majority of AA youths across the various levels of the independent variables considered themselves (self-perception) to be at no/low risk, when set against actual risk (epidemiological risk) assessment, we noted that they were all at moderate/high risk of contracting STDs/HIV. Similar differences between self-perceived and actual risks have been reported in various subpopulations and study settings. 14, 19, 29, 30, 46, 47, [55] [56] [57] Our study finding implies that STD/HIV-risk perceptions among AA adolescents are highly inaccurate, which may be due to the influence of other factors not directly related to sexual behavior and/or to some extent the use of general and specific indicators in the two risk measures. This optimistic bias among young AAs threatens their health status, [58] [59] [60] especially when weighed against the high prevalence of HIV infection reported in this population. 1, 59, 60 None of the current study assumptions was met. Consequently, our results point to the need for interventions that may help modify self-perceived STD/HIV risk and align it with epidemiological risk. Multivariate regression analysis of determinants of the risk assessments in our study offers insights into how both self-perceived and epidemiological risk may be modified.
Similar to the findings of Kellerman et al, 61 youths believed they were not at risk of acquiring HIV infection and were influenced by the fear of getting a positive HIV-test result. Consequently, sexually active adolescents tended to shy away from HIV testing. Although racial/ethnic disparities in HIV testing have been reported in the USA, with AAs (65%) and Hispanics (46%) being more likely than whites (41%) to receive HIV testing, 62 Bond et al 16 summed up the barriers to getting tested for HIV as not feeling the need to get an HIV test coupled with the stigma associated with HIV. Therefore, to enhance HIV-testing rates among AA youths, more efforts are needed to reduce stigma, discrimination, and mistrust, considered a potential source of resentment toward HIV testing in the group. Since self-perception of risk may be important in health decision-making among AA youths, understanding the social mechanisms that lead to HIV testing might multiply opportunities to raise testing rates in this group. 63 It is also necessary to raise awareness of getting an HIV test as a vital part of regular health checkups.
Several factors identified in the different levels of ecodevelopmental theory were associated with the epidemiological risk of contracting STDs/HIV after controlling for individuals' risk perception of infection. Microsystem variables -feel like talking to mother, have no trouble getting along with schoolteachers, perceive teachers treat students fairly, and have close friends who know how to use condoms correctly -were positively related to a low epidemiological risk of contracting STDs/HIV. Mothers' disapproval of adolescents' sexual debut in the exosystem was positively associated with low epidemiological risk of contracting STDs/HIV. However, being older, male, and mothers' positive attitude toward adolescents' use of birth control (in the exosystem) were associated with high epidemiological risk of contracting STDs/HIV. Ellen et al 55 reported that young people's anxiety toward HIV appears to be related to the influence of peers and condom-use knowledge. Our study provides more information about the influence of social systems on adolescent risk of contracting STDs/HIV. Therefore, ecodevelopmental theory may serve as a valuable theoretical framework for guiding further STD/HIV studies and behavior-intervention programs. For example, it was not just the random peers, but rather the knowledge of "close friends", that impacted the adolescent's epidemiological risk of contracting STDs/HIV. Based on these findings, we strongly recommend that the epidemiological risk of contracting STDs/HIV can be reduced when importance is placed on enhancing mother-adolescent bonds and school bonds of students (especially the bonding between student and teacher) and knowledge of and access to condom use for all students.
This study revealed pivotal factors associated with the accuracy of risk assessment, eg, the dynamics of the adolescent-mother relationship and age. It was found that a worse connection with the mother (did not feel like talking to mother) and getting older were related to low accuracy of risk perception among AA youths. Only better communication submit your manuscript | www.dovepress.com
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Li et al with the mother and younger adolescents were significantly associated with youths' accurate assessment of the risk of STD/HIV infection. The study also showed a positive correlation between effective mother-youth communication and accurate assessment of the risk of STD/HIV infection. This implies that the imbalanced structure of AA families tends to weaken the connection with fathers, resulting in increasing significance of the mother. While dynamics between the mother and the youth are essential, these can be modified by various factors, such as mothers' interaction with other coparent(s) or biological father. 38 It has been observed that seven in ten AA youths live with and are raised by a single mother. 50, 51 Therefore, a stable family atmosphere and good communications between mother and child may determine the youth's ability to assess the risk of contracting STDs/ HIV accurately. After adjustment for self-risk perception, mothers' positive attitudes toward adolescents' birth-control use was found to be related to low accuracy of self-perceived risk. This is understandable, since a mother's positive attitude toward the adolescent's birth-control use can encourage the youth to adopt birth-control measures to avoid unintended pregnancies. It also indicates the need to emphasize the potential risk of STDs and the benefits of condom use (STD/ HIV and pregnancy prevention) during sexual intercourse to both the youth and their mother to improve the youth's risk assessment.
Limitations and strengths
Although this study may be considered innovative, it has some inherent limitations. First, even though the Add Health database includes many social contexts and domains, a selfreported cross-sectional survey may be subject to some bias, due to underreporting or social desirability. Second, this study examined only one wave of Add Health data, and thus a causal relationship cannot be established. Finally, we did not apply equal weights to the various risky sexual behavior factors used in the development of the epidemiological index, even though each factor has a different risk level. It is recommended that future studies take into consideration this important measure for enhancing the accuracy and application of the indices.
Despite these limitations, our study has some major strengths. This is the first study to apply a composite index of risks (epidemiological vs self-perceived risk) related to STDs/HIV, sexual behavior, and family function in young AA. This measurement is innovative, because it provides an opportunity to examine differences between youths' perceptions and actual behavioral risk when objective measures are not accessible. The instrument is also a composite of several independent variables which has the advantage of being more robust than uni-dimensional variables. In addition, this study examined associations among social contexts, actual and perceived HIV risk, and accuracy of measurements using ecodevelopmental theory, which allowed for better understanding of adolescents' unrealistic biases. Our study found a stronger connection between schoolteachers and the youths. Similarly, knowledge about condom use acquired from close friends was associated with low epidemiological risk of contracting STDs/HIV. Since Add Health is a longitudinal survey, the scientific goals of the survey continue to expand and evolve as participants age into adulthood. It will be interesting to explore the impact of adolescents' experiences and changes in behavior on adolescents' risk-taking, risk preference, and risky decisions during the transition to adulthood.
Conclusion
Through examinations of self-perceived and epidemiological indices and the independent factors, we found low and inconsistent congruence between self-perceived and epidemiological risks among AA youths, which tends to negate our study assumptions. Self-perceived risk was not a true reflection of level of exposure to epidemiological risk in this subpopulation. The high influence of ecological factors on risk estimates points to the need for targeted education at family, school, and community levels, and indicates that ecodevelopmentally based interventions may be valuable in preventing the risk of HIV transmission among AA adolescents. Our study identified two important AA cultural factors: imbalanced family function (caused by father's absence) and mother's negative attitude toward the use of birth control, which predispose young AAs to higher risk of contracting STDs/HIV. The study also noted that better dynamics between a youth and the mother were related to a lower epidemiological risk of contracting STDs/ HIV and higher accuracy in risk assessment. Even though much remains to be understood about the factors that affect AA youths at high risk of acquiring or transmitting STDs/ HIV, our analysis of the determinants of risk offers insight into how self-perceived risk among AA youths may be modified or aligned with epidemiological risk of acquiring STDs/HIV and used to make informed decisions in adopting behavioral change. To accomplish this task, some time may be required to change the relevant social attitudes and norms associated with the risk measurements. Also, research is needed to model the influence of familial and community environments on adolescents' health-compromising behaviors, including psychosocial capacities that restrain adolescents' ability to resist peer pressure.
